A 32-year-old male presented with a history of large swelling on the scalp since 8 months, patient also complained of pain since 8 months. He gives past history of a similar swelling in the same region for which he underwent excision elsewhere and on histopathology, was found to be a trichilemmal cyst. The lesion recurred within 4 months of excision and increased to the present size in 8 months with rapid increase in size in the last 2 months.
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On examination, scalp showed a large swelling measuring 15×12 cm, skin over it was stretched non-pinchable with a scar of the previous surgery, (Fig. 1) . It was tender and firm in consistency. There was no regional lymphadenopathy. X-ray skull showed no bone involvement.
A wide excision of the mass was done under general anesthesia with a 2 cms clearance all around. A transposition flap from the neck was used to cover the defect.
Grossly, the excised specimen consisted of a wellcircumscribed skin covered tissue measuring 13×8.5 cms, (Fig. 2) , cut surface showed two gray white solid nodules measuring 6×4 cms and 4×3 cms respectively (Fig. 3) .
Microscopy showed cellular tumor arising from dermis and infiltrating subcutaneous tissue, tumor cells were arranged in islands, lobular and diffuse infiltrating patterns (Fig. 4) . Lobules showed abrupt keratinization without interposed granular layer (trichelemmal type) and keratin pearls (Fig. 5) . Tumor cells were oval to polygonal with abundant cytoplasm, few areas cells showed high nucleo-cytoplasmic ratio, nuclear hyperchromasia and pleomorphism, mitotic figures were also noted, stroma was desmoplastic (Fig. 6 ). Skin and resected margins were free of tumor.
Based on these findings, a diagnosis suggestive of malignant proliferating trichilemmal tumour (MPTT) low grade was made on histopathology and was advised Immunohistochemistry for confirmation.
Immunohistochemistry was done elsewhere which showed tumor cells positive for CD34 and calretinin consistent with MPTT. The postoperative course was uneventful and the patient is doing well on follow-up.
Discussion
Tumours arising from the outer root sheath of hair follicles comprises of 0.1 % of skin tumors, Saida et al. in 1983 defined three stages of trichilemmal tumors -trichilemmal cyst, (adenomatous stage); proliferating trichilemmal tumor, (epitheliomatous stage) and malignant PTT, (carcinomatous stage) [1, 2] . These tumors usually occuring in the scalp of elderly women and show characteristic trichilemmal keratinisation. A trichilemmal cyst is by far the most common of these [3] .
Proliferating trichilemmal tumour is a benign neoplasm, it can rarely undergo malignant transformation in a step-wise manner starting with trichilemmal cyst to PTT evolving into MPTT [4] . Clinically sudden enlargement of longstanding nodular scalp lesions and histological evidence of significant abnormal mitosis, marked cellular pleomorphism, infiltrating margins reflect malignant transformation. Our case possibly represents the event of malignant transformation in a proliferating trichilemmal tumour. Proliferation markers like Ki67 and p53 can assist in the three-tier classification as suggested by Ye et al. [6] .
A close differential diagnosis for MPTT is squamous cell carcinoma. Histological evidence of trichilemmal keratinization, lobular pattern and the lack of a precursor epidermal lesion such an actinic keratosis differentiates MPTT from squamous cell carcinoma [7] . Various IHC markers have been used to highlight the outer sheath differentiation including CD34 and calretinin may distinguish a malignant proliferating pilar tumor from a squamous cell carcinoma [8, 9] .
Wide local excision with a 1-cm margin of normal tissue is the preferred treatment for MPTT. In addition to surgery, chemotherapy and radiotherapy have been used by some authors to prevent recurrence in MPTT [7] . No adjuvant therapy was given to our patient post surgery. However, the patient has been is under regular follow-up.
